The bony pedal arches are supported by a number of muscles, ligaments, and fascia that protect arch integrity while providing elasticity and maneuverability for storing and releasing energy. The longitudinal arch is supported by the tibialis posterior muscle, which has tendinous attachments to the navicular; first cuneiform; and second, third, and fourth metatarsal bones. This arch has 2 divisions: lateral and medial. Osseous structures in the lateral division of the arch include the calcaneus, cuboid, and fourth and fifth metatarsal bones, and structures in the medial division include the talus, navicular, 3 cuneiform, and first 3 metatarsal bones.
T he tarsal bones ( Figure 1 ) act as keystones to the pedal plantar arches, namely, the longitudinal and transverse arches. They play an important role in maintaining a high-efficiency spring in pedal mechanics, whereby energy is conserved and anatomic cushioning is optimized. 2 The longitudinal and transverse arches are used during motion kinetics (eg, walking, sprinting) or while holding static positions (eg, standing). However, these motions or positions may be affected after acute alteration of the related tissues.
The bony pedal arches are supported by a number of muscles, ligaments, and fascia that protect arch integrity while providing elasticity and maneuverability for storing and releasing energy. The longitudinal arch is supported by the tibialis posterior muscle, which has tendinous attachments to the navicular; first cuneiform; and second, third, and fourth metatarsal bones. This arch has 2 divisions: lateral and medial. Osseous structures in the lateral division of the arch include the calcaneus, cuboid, and fourth and fifth metatarsal bones, and structures in the medial division include the talus, navicular, 3 cuneiform, and first 3 metatarsal bones.
The transverse arch receives soft tissue support from the long peroneal muscle laterally and from the anterior tibial muscle medially, with tendinous insertions to the first cuneiform bone. 3 Ligamentous and fascial reinforcements are provided inferiorly by the calcaneonavicular and plantar aponeuroses, respectively.
Excessive forces on soft tissues may cause strain patterns or tissue remodeling, depending on the chronicity of the resulting injury. Injuries are not limited to the foot and may occur distal to the knee, as in the case of medial tibial stress syndrome (MTSS). Deleterious changes in pedal structures have been associated with MTSS:
one study 4 revealed that compared with healthy individuals, patients with MTSS on her left foot. The patient described her pain as achy and constant and rated its severity as 4 on a 10-point scale. The severity of the pain remained unchanged throughout the day. She experienced mild pain relief after using a nonsteroidal anti-inflammatory medication, 
Report of Case Presentation
A 24-year-old woman presented with a chief complaint of left foot pain, with tenderness on the plantar surface.
The patient indicated that she had "rolled" her ankle while running 3 days earlier and that since then she had been experiencing discomfort each time she bore weight toeing-in or toeing-out, and metatarsus adductus. Aside from the previously noted lesion, no somatic dysfunctions were identified at the knee, fibular head, ankle mortise, or forefoot, bilaterally.
Diagnosis and Treatment
On the basis of patient history and clinical examination findings, tarsal subluxation of the lateral midfoot was suspected. The patient was treated using a high-velocity, low-amplitude (HVLA) thrust manipulation ( Figure 2 ).
With the patient in the prone position, the ipsilateral knee Special evaluations and guidelines such as resisted inversion and eversion exercises, 5 heel and toe raises, 5 Ottawa ankle rules, 5 tarsometatarsal and midtarsal glide tests, 6 and radiologic tests, 5, 6 offer only limited information and are not reliable indicators of cuboid syndrome, but they may be used in evaluating this condition and in the differential diagnosis.
Once an accurate diagnosis has been made, cuboid syndrome can be resolved with OMT. Reduction of the displaced bone is the initial step to relieving patient discomfort and is often performed through HVLA mobilization at the end of joint range. 5, 7 This OMT technique can be performed with the patient either lying prone on a table or standing. 9 It is recommended that "whipping" of the leg be avoided so as not to introduce extemporaneous forces to the talocrural joint. 6, 9 The patient may experience a substantial decrease in the severity of or a full resolution of symptoms immediately following the manipulation of the displaced cuboid bone, with minimal recurrence. 5, 6, 9 In refractory cases, multiple attempts at manipulation may need to be performed for adequate results. 5, 6 Other conservative methods have been described in the literature, including therapeutic exercise, low dye arch taping, and padding. 5, 6 Despite its simplicity, manipulation is contraindicated when neoplasms or other bone disease, gout, inflammatory arthritis, or vascular abnormalities are identified. 
